Introduction :
DCRV better understood as a form of septated right ventricle caused by the presence of abnormally located or hypertrophied muscle bands that devide right ventricle into high pressure proxiumal and low pressure distal chamber.these muscle bundles ran between an area located in ventricular septum beneath the level of septal leaflet of tricuspid valve and the anterior wall of right ventricle.progressive obstraction can lead to right ventricular outflow tract obstraction even right heart failure.DCRV was originally described 130 years ago,but clinical seris begins describing it extensively in 1960. 1 DCRV is a rare congenital anomaly representing 0.5-2% of total congenital heart disease and 10% of total VSD patient. Frequently associated lesion include perimembranous VSD, pulmonary valve stenosis, descrete subaortic stenosis .Various other association include DORV (double outlet of right ventricle), tetralogy of fallot (TOF), total anomalous pulmonary venous connection (TAPVC), complicated/uncomplicated transposition of great arteries(TGA), pulmonary atresia with intact ventricular septum and ebstein anomaly.DCRV has also been reported in down syndrome and noonan syndrome. 2 DCRV can present at any age DCRV can present at any age preferably below 20 years. Newborn,foetal & adult patients may present with DCRV. Mean age is 3-52years ,male female ratio 2:1. Origin of anomalous muscle bundles(AMB) is debated, embryologically failure to incorporate bulbous cordis into right ventricle or an elevated hypertrophied moderator band. 1
Case Report:
A 05 yrs aged girl of 15kg presented with the complaints of repeated cough and fever and shortness of breath on exertion for 4 years.Patient's mother states that she suffered recurrent fever with at 01 to 02 months interval since her one year of age. 
Discussion:
First successful surgical repair of DCRV was reported at 1962 through right ventriculectomy. Now a days it can be done by right atriotomy; combined pulmonary arteriotomy and right atriotomy approach.Typically DCRV diagnosed during childhood and adolescent are most common. 2D echocardiography,cardiac catheterisation, and cineangiography are the key in diagnosis of DCRV. Surgical correction consists of resection of anomalous muscle bundles and correction of associated anomalies through right ventriculectomy. 1
Most patient are asymptomatic. Detection of holosystolic murmur is the common reason for referral. But VSD with significant pulmonary outflow tract obstraction present with cyanosis, fatigue or exercise intollerance. RV heave,hepatomegaly,tachypnoea are features of right ventricular hypertension leading to right ventricular failure,cyanosis, fatigue and failure to thrive etc. 2 The main preoperative findings are -2 1) Documentation by cardiac cath of systolic pressure gradient of RV inflow and outflow tract more than 40 mm Hg at rest.
2) RV angiogram high and low obstraction by AMB below infundibulum.
3) Absent infundibular hypoplasia.
4) Direct observation of intracardiac muscle bundle during surgical repair. 
